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suggestions that it is inappropriate to focus attention on patient adherence, with implications that failure to comply is a deviant behavior. Becker (1979) has argued that lack of adherence may make good sense from the patient's point of view. For example, everyone is aware of cases in which faithful adherence to a treatment does not lead to getting better or in which failure to follow instructions nonetheless was followed by a good outcome. It seems more useful to view the problem as one of needing to know the psychosocial factors that influence an individual's adherence to a treatment regimen (Stimson, 1974; Dunbar and Stunkard, 1979).
The health belief model is one promising theoretical framework for studying adherence. Developed initially by Rosenstock (1966), it has recently been elaborated by Becker (1979). The model first was used to account for variations in adherence to prevention efforts such as regular check-ups, immunizations, and screening tests. It has subsequently been applied to a broad range of illness-related behaviors. The health belief model postulates that people are likely to adhere to health-improving behavior only if they perceive themselves as potentially at risk for an undesirable outcome such as severe illness, believe that the required behavior is effective in decreasing or removing that risk, and anticipate few difficulties in undertaking the recommended action. These attitudes can be modified by an array of demographic, sociocultural, and personal factors.
The model has been useful both for predicting adherence and in seeking ways to improve adherence. In a prospective study of patients on antihy-pertensive drugs, Taylor et al. (1978) found that patient health beliefs measured during screening did not correlate with subsequent adherence to therapy. But an assessment of beliefs after six months of therapy correlated strongly with adherence during the next six months. This suggests that actual experience can affect beliefs in ways that alter subsequent behavior. The health belief model predicts that it should be possible to modify adherence at a number of points. Haefner and Kirscht (1970) have shown that messages about selected health problems can alter willingness to follow recommendations for preventing the development of those problems. Janis (in press) points out that the model, like other models of rational choice, fails to specify the conditions under which people will give priority, at the cost of endangering their lives, to avoiding the subjective discomfort of being authoritatively informed that they have a life-threatening disease. This model also does not specify under what conditions they will make a more adaptive decision by seeking for and taking into account the available medical information about the real consequences of alternative courses of action so as to maximize their chances of survival. Treatment of hypertension is a clear example of the importance of bettern study—A
